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ABSTRACT  Research  has  documented  higher  risks  for  mental  health  problems  among  service  members  deployed  to 
war  zones,  yet  a  research  limitation  has  been  that  assessment  has  generally  occurred  often  years  after  combat  exposure. 
The  Operational  Stress  Control  and  Readiness  program  integrated  mental  health  practitioners  with  1st  Marine  Division 
units  serving  in  Iraq.  This  team  documented  mental  health  visits  between  January  2006  and  January  2007  and  developed 
the  Theater  Mental  Health  Encounter  Database  (TMHED).  This  report  describes  the  TMHED  study  design,  measures, 
and  cases.  Of  1,336  patients  (3,180  patient  visits),  10%  were  women,  75%  were  high  school  educated,  55%  were  mid- 
paygrade  enlisted,  and  63%  were  on  their  first  combat  deployment.  Compared  with  the  overall  deployed  population, 
patient  percentages  included  higher  percentages  of  Marines  and  Navy  personnel  but  lower  percentages  of  Army  and 
Air  Force  personnel,  more  junior  enlisted  but  fewer  officers,  and  fewer  college  graduates.  TMHED  provides  an  unprec¬ 
edented  opportunity  to  study  early  psychiatric  intervention  in  a  combat  zone  and  prospectively  examines  postdeployment 
health  and  career  outcomes. 


INTRODUCTION 

A  growing  body  of  research  has  documented  the  higher  risk  of 
both  mental  and  physical  health  problems  among  individuals 
deployed  to  war  zones  and  exposed  to  combat  stress.1'15  War 
veterans  from  all  recent  eras — including  World  War  II,  Korea, 
Vietnam,  the  Persian  Gulf  Conflict,  and  more  recently,  Iraq 
and  Afghanistan — have  increasingly  been  treated  at  veterans’ 
hospitals  for  post-traumatic  stress  disorder  (PTSD)  and  other 
mental  disorders.12  Research  has  consistently  indicated  that 
military  personnel  exposed  to  combat  and  deployment  stres¬ 
sors  are  at  increased  risk  of  mental  health  problems,  such  as 
PTSD,  serious  depression,  alcohol  and  other  substance  abuse, 
impaired  work  and  social  functioning,  and  increased  use  of 
health  care  services.2'15 

Much  of  the  previous  research  with  military  personnel  on 
combat-related  PTSD  and  other  mental  disorders  are  lim¬ 
ited  in  that  the  research  often  has  taken  place  years  after  war 
zone  deployment  and  combat  exposure.  Even  in  more  recent 
research  on  military  members  deployed  to  Iraq  or  Afghanistan, 
self-report  survey  assessments  typically  are  completed  after 
deployment  and  once  the  military  member  is  out  of  harm’s 
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way .4.6.7.13  Biases  or  errors  in  self-reporting  related  to  com¬ 
bat  exposure  may  have  occurred,  and  symptoms  may  have 
changed  as  the  time  between  stress  exposure  and  postdeploy¬ 
ment  circumstances  increased.  ; 

A  few  recent  prospective  studies  on  deployed  military 
members  have  examined  PTSD  and  other  mental  disorders 
taking  either  predeployment  factors  into  account14"16  or  doc¬ 
umenting  physical  injuries'7  (e.g.,  from  the  Combat  Trauma 
Registry  Expeditionary  Medical  Encounter  Database)  that 
occurred  during  deployment.18  Recent  innovative ,  research 
using  in-theater  systems  of  surveillance  of  combat  and  opera¬ 
tional  stress  reactions19  has  examined  the  impact  of  predeploy¬ 
ment  behavioral  health  screening  on  mental  health  problems 
during  combat  deployment.20  However,  we  could  find  no  pre¬ 
vious  research  using  in-depth  documentation  of  psychiatric 
encounters  (including  patient-reported  combat  exposures)  in 
the  Iraqi  combat  theater,  or  how  in-theater  psychiatric  inter¬ 
vention  related  to  postdeployment  outcomes.  ! 

The  lack  of  robust  in-depth  information  on  in-theater  men¬ 
tal  health  encounters,  types  and  amounts  of  combat  exposures, 
and  how  they  might  influence  postdeployment  mental  health 
represents  a  gap  in  our  understanding  of  combat  stressors  and 
their  impact  on  mental  health.  Research  to  help  fill  this  gap 
could  lead  to  improvements  in  early  intervention  and  better 
physical  and  mental  health  outcomes  after  leaving  combat  the¬ 
aters.  In  addition,  studies  related  to  the  delivery  and  impact  of 
in-theater  mental  health  encounters  could  help  improve  early 
interventions  and  improve  treatment  of  war-related  psycho¬ 
logical  health  problems.  ! 

The  primary  aim  of  this  report  is  to  describe  the  The¬ 
ater  Mental  Health  Encounter  Database  (TMHED),  which 
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documented  psychiatric  clinical  encounters  from  January 
2006  through  January  2007  in  the  Iraqi  combat  theater.  Data 
were  collected  as  part  of  a  yearlong  pilot  program  that  devel¬ 
oped  and  collected  in-depth  psychiatric  records  in  conjunc¬ 
tion  with  in-theater  psychiatric  services.  This  report  describes 
the  TMHED  study  design,  data  collection  approach,  types 
of  measures  comprising  the  data  sets,  and  select  descriptive 
characteristics  of  cases.  A  secondary  aim  was  to  compare  the 
TMHED  patients  on  several  key  demographic  characteris¬ 
tics  with  the  population  of  U.S.  troops  deployed  in  the  Iraqi 
combat  theater  during  the  same  time  frame.  This  comparison 
was  a  first  step  in  identifying  potential  risk  factors  for  mental 
health  problems  in-theater  by  examining  similarities  and  dif¬ 
ferences  between  those  seeking  or  being  referred  for  mental 
health  services  in  a  combat  zone  with  the  full  deployed  popu¬ 
lation.  Although  the  primary  purpose  of  this  report  is  to  docu¬ 
ment  procedures  used  in  this  pilot  program  to  establish  the 
TMHED  database,  subsequent  reports  will  address  broader 
study  objectives  integrating  TMHED  data  with  both  pre-  and 
postdeployment  personnel/career  history  and  medical  infor¬ 
mation.  The  TMHED  database  provides  a  unique  opportunity 
to  study  characteristics  of  in-theater  mental  health  encounters, 
and  findings  may  have  implications  for  postdeployment  health 
care  and  job  performance. 

METHODS 

Study  Design  and  Procedures 

The  Operational  Stress  Control  and  Readiness  (OSCAR)  pro¬ 
gram  integrated  mental  health  practitioners  into  Navy  and 
Marine  Corps  units  serving  in  the  Iraqi  combat  theater.  The 
1st  Marine  Division  OSCAR  team  providers  developed  and 
implemented  a  yearlong  pilot  program  to  document  in-depth 
information  for  all  psychiatric  encounters  (including  diagno¬ 
ses  and  treatments,  as  well  as  combat  exposures  and  personal 
histories)  for  all  cases  seen  between  January  2006  and  January 
2007.  Because  the  OSCAR  providers  were  deployed  with  the 
1st  Marine  Division,  the  populations  served  during  this  time 
frame  were  stationed  primarily  in  and  around  A1  Anbar  prov¬ 
ince.  Thus,  the  cases  that  providers  treated  were  primarily 
Marines,  but  also  included  personnel  from  other  U.S.  military 
services  and  a  small  number  of  civilians  and  foreign  nationals 
(however,  civilians  and  foreign  nationals  were  not  included  in 
the  TMHED  database  described  here). 

The  division  psychiatrist  and  his  team  deployed  with  the 
1st  Marine  Division  (total  of  19  providers,  including  9  psy¬ 
chiatrists  and  10  psychologists)  administered  mental  health 
services  to  patients.  These  providers  extensively  documented 
each  mental  health  encounter  and  administered  counseling 
intervention  and  treatment  to  all  service  members  referred 
for  psychiatric  intervention  while  in  theater.  At  each  encoun¬ 
ter,  providers  recorded  clinical  case  summary  information, 
including  reported  combat  and  psychological  trauma  expo¬ 
sure,  current  stress  and  affective  symptoms,  mental  status, 
head  injuries/symptoms,  developmental  and  social  history. 


psychiatric  and  stress  diagnoses,  treatment  plans,  and  disposi¬ 
tion  of  cases. 

Information  from  clinical  case  summaries  for  each  encoun¬ 
ter  was  entered  into  the  TMHED  database  and  maintained  by 
the  Naval  Center  for  Combat  &  Operational  Stress  Control 
after  the  yearlong  data  collection  period.  After  removing  all 
psychiatric  clinical  notes  from  records,  the  data  were  trans¬ 
ported  to  the  Naval  Health  Research  Center  (NHRC)  for  cod¬ 
ing  and  processing  into  analysis-ready  data  files. 

Given  the  nature  of  the  data,  extra  precautions  were  taken 
to  protect  privacy  and  reduce  any  risks  involving  unauthor¬ 
ized  disclosure  of  identifiers,  sensitive  personal  data,  or  pro¬ 
tected  health  or  psychiatric  information.  Mental  health  data, 
such  as  the  types  collected  in  a  combat  theater,  are  espe¬ 
cially  sensitive  and  require  heightened  efforts  to  reduce  any 
risk  of  inappropriate  disclosure  that  could  adversely  impact 
a  person’s  reputation  or  postservice  employability.  Thus, 
efforts  at  multiple  levels  were  implemented  to  minimize 
any  risk  of  inappropriate  disclosure,  including  removal  of 
clinical  notes  before  the  transfer  of  TMHED  data  records 
to  NHRC,  secure  transport  of  data  files  from  Bob  Wilson 
Naval  Hospital  to  NHRC,  and  storage  of  data  at  NHRC 
on  secure  network  drives  and  secure  source  folders  using 
password-protected,  access-restricted  accounts,  and  password- 
protected  computers.  Results  are  presented  only  in  aggregate 
form  so  individual  cases  cannot  be  identified.  All  procedures 
used  for  processing  and  analyzing  TMHED  data  have  been 
reviewed  and  approved  by  the  NHRC  Institutional  Review 
Board. 

Subject  Cases 

As  noted  above,  psychiatric  encounter  information  was 
documented  for  all  cases  seen  by  1st  Marine  Division  psy¬ 
chiatrists,  psychologists,  and  mental  health  technicians  in  the 
Iraqi  combat  theater  between  January  2006  and  January  2007. 
However,  because  the  encounter  documentation  forms  and 
software  were  revised  in  July  2006,  separate  databases  (with 
overlapping  but  not  identical  measures)  were  developed  for 
the  first  half  and  the  second  half  of  the  yearlong  data  collec¬ 
tion  period.  Because  some  measures  were  available  only  for 
TMHED  patients  with  visits  documented  in  one  or  the  other 
versions  of  the  software,  descriptive  statistics  are  provided 
separately  for  each  version  to  indicate  the  potential  sample 
size  for  measures  available  in  the  different  databases. 

Overall,  there  were  1,336  patients  with  TMHED-docu- 
mented  psychiatric  encounters  in  theater  during  the  year  of 
data  collection.  A  total  of  3,180  patient  visits  were  docu¬ 
mented,  with  1-16  visits  per  person.  The  breakdown  across 
databases  (i.e.,  encounter  recorded  using  different  versions  of 
the  documentation  software)  was  n  =  558  patients  (total  of 
1,345  patient  visits)  documented  only  in  Database  1  (DB1), 
n  =  705  patients  (total  of  1,390  patient  visits)  with  encounters 
documented  only  in  the  Database  2  (DB2),  and  n  -  73  patients 
(total  of  445  patient  visits)  with  at  least  one  encounter  docu¬ 
mented  in  both  databases. 
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Measures 

Paper  forms  and  Microsoft  Office  Access  databases  were 
developed  to  document  patient  information  and  provider  diag¬ 
noses  and  treatment  plans.  At  each  encounter,  providers  record¬ 
ed  a  clinical  case  summary,  including  (a)  patient-reported 
information  related  to  combat  and  psychological  trauma  expo¬ 
sure,  current  stress  and  affective  symptoms,  head  injuries/ 
symptoms,  and  developmental  and  social  history  questions 
and  (b)  provider  assessments,  including  patient’s  mental  sta¬ 
tus,  psychiatric  and  stress  diagnoses,  treatment  plans,  and  dis¬ 
position  of  case. 


As  indicated  above,  the  encounter  documentation  form 
and  software  were  modified  halfway  through  the  yearlong 
data  capture  period,  which  produced  two  separate  databases 
with  similar,  but  nonidentical,  measures  documenting  psy¬ 
chiatric  encounters  during  the  intervention  period.  The  paper 
form  used  for  documenting  information  during  January  2006 
through  mid-July  2007  in  DB1  is  shown  in  Figures  1  and  2. 
Beginning  mid-July  2006,  revised  versions  of  the  form  and 
documentation  software  were  implemented  at  the  recommen¬ 
dation  of  OSCAR  psychiatric  staff.  The  form  documenting 
encounter  information  in  DB2  is  shown  in  Figures  3  and  4. 


_ Navy-Marine  Corps  -  Theater  Medical  Registry  Form  -  Psychiatry  (VI) 

Name  (Last,  First  Mlf  |  Patient  I.O.  /  SSN:  I  Rank:  |  MOS:  |  Unit: 


Gender:  □  Male  □  Female 


Blood  Type:  N/A 


Allergies: 


MTF  Patient  Evacuated  From: 


MTF  Designation: 


MTF  Location: 


Medical  Visit:  □  Battle  injury  □  Disease  □  Non-Battle  Injury" 


Facility  Type:  □  Base-X 
□  GP  □  CBPS  □  Hard  Bldg 

T reatmentf  fa  Initial  □  Follow-Up 


Cateaorv: 

0  US  Marine  Corps 

O  US  Navy 

O  US  Army 

O  US  Air  Force 

□  SOF 

0  Civilian 

□  Contractor 

□  Combatant 

0  Host  Nation  Security 

0  TCN:  _ 

O  NGO:  _ 

O  Other: _ 

0  Unknown  □  None 

Trauma  Exposure 

w 

E 

(W-  Witnessed) 

W 

E 

(E  -  Experienced) 

□ 

o 

Aerial  Bomb 

□ 

0 

Helicopter  Crash 

o 

o 

Aggravated  R.O.M. 

□ 

□ 

Plane  Crash 

0 

o 

Assault  /  Altercation 

□ 

□ 

IED 

□ 

□ 

Biological 

0 

□ 

VB1ED  (Vehicle  Borne) 

□ 

□ 

Bite  /  Sting 

□ 

□ 

Knife  /  Edge  (Stab) 

□ 

o 

Blunt  Trauma 

□ 

□ 

Landmine 

0 

o 

Building  Collapse 

□ 

□ 

Machinery  /  Equipment 

□ 

o 

Bum 

□ 

□ 

Mortar 

□ 

o 

Chemical 

□ 

□ 

Motor  Vehicle  Accident 

0 

o 

Crush 

□ 

□ 

Parachute  Orop 

u 

□ 

Drowning 

□ 

□ 

Pedestrian 

u 

□ 

Electrical  /  Electrocution 

□ 

0 

Radiation  /  Nuclear 

0 

0 

Environmental 

□ 

□ 

Rocket 

u 

TT 

Fall 

□ 

□ 

RPG 

□ 

~D~! 

Flying  Debris 

0 

o 

Unexploded  Ordnance 

□ 

□ 

Grenade 

0 

□ 

Other 

□ 

□ 

GSW  /  Bullet 

□  Unknown  □  N/A 

0 

□ 

Hot  Object  /  Liquid 

No.  of  Combat  Deployments: 

Date/Time  of  Injury: 


Oate/Time  of  Arrival: 


Wounded  By:  □  N/A  0  Training 
0  Enemy  0  Self  Accident 

0  Friendly  0  Self  Non-Accident 

O  Civilian  (Host  Country)  O  Other.  _ 

0  Sports/Recreation  0  Unknown 


Brief  History: 

N/A(no  clinical  notes  available) 


Symptom  Screening 

Traumatic  Stress 

Affective 

Anxiety 

0  Dissociative  (3  or  more) 

0  Depressive  Episode  (5  or  more  in  2  wks) 

0  Panic  Attack  (4+  symptoms  within  10  minutes) 

0  Numbing,  detachments,  lack  of  emotions 

0  Depressive  mood 

O  Palpitation 

□  Reduced  awareness,  being  in  a  daze 

O  Anhedonia 

0  Sweatlnq 

O  Derealization 

O  Weight  change 

0  Tremblinq  or  shaking 

□  Depersonalization 

O  Insomnia  /  Hypersomnia  /  Sleep  disturbance 

0  Short  of  breath/smothering 

0  Dissociative  Amnesia 

0  Psychomotor  agitation  or  retardation 

O  Choking 

O  Fatigue  /  loss  of  energy 

O  Chest  Pain 

O  Re-oxperienclng  ( 1  or  more) 

0  Feelings  of  worthlessness 

O  Nausea  or  abdominal  distress 

0  Recurrent  images,  thoughts  and  feelings 

0  Inappropriate  /  excessive  quilt 

0  Dizzy,  unsteady,  liqhtheaded,  faint 

0  Nightmares 

0  Poor  concentration  or  indecisiveness 

O  Derealization  /  depersonalization 

O  Intense  arousal  at  reminders 

0  Recurrent  thoughts  of  death 

O  Fear  of  losing  control  or  goinq  crazy 

0  Avoidance  of  Stimuli 

0  Suicidal  Ideation 

0  Fear  of  dyinq 

0  Manic  Episode  (elevated  mood  ♦  3  or  more  below) 

0  Parasthesias 

0  Anxloty  or  Increased  Arousal  (1  or  more) 

0  Distinct  period  of  elevated  mood 

O  Chills  or  hot  flashes 

O  Sleep  delay  or  interruption 

During  mood  elevation  3  or  more  of  the  following: 

O  Irritability 

0  Psychotic  Symptoms  (1  or  more) 

O  Poor  concentration 

0  Inflated  self-esteem  or  grandiosity 

O  Hallucinations 

O  Paranoia 

0  Exaggerated  startle 

0  Decreased  need  for  sleep 

0  Delusions 

O  Thought  blocking 

0  PCL-M  Score 

O  More  talkative  /  pressured  speech 

0  Illusions 

O  Thought  insertion 

□  Anger 

O  Flight  of  ideas  /  racing  thoughts 

0  Ideas  of  Reference 

O  Derailment 

Cf  Safety  Screen 

O  Distractibility 

O  Risk  to  Self 

□  Excessive  high  risk  pleasurable  activities 

0  Operational  Stressors 

0~Risk  to  Others 

0  increase  in  goal-directed  activity  / 
psychomotor  agitation 

[j  Non-Combat  Severe  Event 

0  Peer  /  Unit  Conflict 

□Character  Factors 

O  Leadership  Conflict 

0  Pre-existing  Condition 

Symptom  Screening  O  Other: 

0  Homefront  Issues 

0  Legal  Issues 

Somatic  Symptoms  Checklist: 


Head  Injury  Checklist: 


iLL_ 


Nwro 


Conysrslon  Symptoms 


Physical 


Cognition 


Emgll9[)a| 


0  Nausea 


0  Impaired  balance 


0  Paralysis 


0  Headache 


0  Poor  memory 


0  Change  in  personality 


Q  Vomiting 


0  Vision  Loss 


0  Confusion 


Q  Mood  swings 


0  Diarrhea 


0  Vertigo 


Q  Hearing  Loss 


0  Slowed  thinking 


Q  Temper  outbursts 


0  Extremities 


0  Constipation 


0  Chest 


O  Loss  of 
consciousness 


0  Other 


Aggression 


0  Vomiting 


0  Assault  on  people 


0  Fatigue 


0  Trouble  reading 


0  Loss  In  interest 


0  Destruction  of  objects 


0  Light  /  n 
sensitivity 


0  Trouble 
concentrating 


0  Withdrawal 


Medical  Screen:  □  None 


□  Closed  Head  Trauma 


□  L.O.C. 


□  Seizure 


Notes: 


FIGURE  1 .  Patient-provider  visit  documentation  form:  Version  1  (DB I ) — Front  page. 
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Name  (Last,  First  Ml): 

I  Patient  I.D./SSN: 

Current  Medications  List: 

Current  Problems  List: 

□  Hospitalization  x  days 

i  '  i  '  '1  i  — 

□  Therapy  /  Counseling 

Notes: 

Substance  Abuse: 

□  None 

Notes: 

□  EtOH  -  Amount: 

Frequency:  _ 

Duration: 

N/A 

□  Drugs  -  Duration 

□  Abuse 

Type: 

PI  Supplements  -  Amount:  □  Abuse  Type: 

Cigars  /  Cigarettes  /  Smokeless  Amount: per  day  /  week 

Family  of  Origin 

Education 

Occupational  /  Military  History 

□  No  Problems 

0  <  High  School  0  GED 

0  Single 

□  Denies  Violence 

□  Abuse: 

0  High  School  Graduate 

0  Fired 

0  Married 

□  BOH 

□  Sexual 

0  Some  College  0  BA/BS  degree 

□  NJP 

0  Divorced 

□  Drugs 

0  Physical 

0  Graduate  coursework 

0  Courts  Martial 

0  Other: 

n  Other  abuse: 

0  Graduate  degree 

0  Jail 

Notes: 

Notes 

Notes: 

N/A 

N/A 

N/A 

App.  Behavior:  □  WD  WN _ in  NAC 

,  appropriately  attired  in  uniform. 

Eye  Contact  /  Speech:  0  Good  eye  contact,  normal  speech. 

Mood:  0  Stated  mood  was: 

Affect  was 

Thought  Processes  WNL:  □  Linear,  logical  and  goal  directed. 

Thought  Content  WNL:0  No  SI/HI,  intent  orplan/No  evidence  of  psychosis 

Cognition:  □  A  &  0  x  3  with  concentration  intact. 

Intelligence  estimated  to  be: 

Memory:  0  Intact  for  immediate,  long  and  short  term  memory. 

Judgment:  Q  Intact 

nsight: 

O  Good 

Impulse  Control:  □  Intact 

Combat  &  Operational  Stress  Diagnosis 

0  Heavy  0  None  0  N  /  A 

Axis  III: 

0  Traumatic  Stress  Injury 

Axis  IV: 

0  ASD  (Acute  Stress  Disorder) 

Axis  V:  GAF  (Current)  - 

0  PTSD  (Post  Traumatic  Stress  Disorder) 

Axis  V:  GAF  (Past  Yr)  - 

0  Not  Applicable 

Formulation: 

Notes: 

N/A 

Goals: 

Medications  /  Interventions 

0  Informed  Consent  Given  | 

2. 

2. 

3. 

3. 

Disposition 

Limitations: 

0  At  high  risk  for  harm  to  self  or  others,  precautions  listed  below. 

Notes:  N/A 

Provider  Signature: 

Provider  Name  (Printed  or  Typed): 

FIGURE  2.  Patient-provider  visit  documentation  form:  Version  1  (DB 1) — Back  page. 


The  mid-year  revisions  of  encounter  documentation  forms 
and  software  were  done  in  response  to  feedback  from  men¬ 
tal  health  staff  who  noted  that  some  of  the  data  elements  in 
the  original  version  were  not  designed  in  a  way  that  best  cap¬ 
tured  patient  information  provided  during  psychiatric  visits. 
The  bulk  of  the  revisions  were  made  to  the  Trauma  Exposure 
section,  which  originally  was  adapted  from  a  trauma  regis¬ 
try  documenting  “method  of  injury,”  but  was  then  modified 
to  quantify  specific  combat  exposures.  For  example,  in  DB  1 
trauma  exposure  was  documented  by  check  marking  whether 
the  service  member  either  witnessed  or  experienced  combat 
events  (e.g.,  aerial  bomb  blast,  land  mine).  However,  to  more 
fully  capture  a  person’s  exposure  to  potentially  traumatizing 
events,  the  DB2  format  was  changed  so  that  combat  trauma 


exposure  was  quantified  as  the  number  of  times  an  event 
occurred;  in  addition,  both  new  events  that  occurred  since  the 
last  visit  (if  applicable)  and  total  number  of  previous  expo¬ 
sures  to  the  events  were  quantified  separately  in  DB2. 

Comparisons  With  Deployed  Population  in  Iraqi 
Combat  Theater 

TMHED  patients  were  compared  on  several  key  demographic 
characteristics  with  the  population  of  U.S.  troops  deployed  in 
the  Iraqi  combat  theater  during  the  same  time  frame  of  the 
TMHED  study.  This  population  was  identified  using  a  deploy¬ 
ment  database  maintained  at  NHRC.  This  database  was  com¬ 
piled  using  records  from  the  Defense  Manpower  Data  Center 
(DMDC),  which  maintains  deployment-related  data  for  all 
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Theater  Mental  Health  Encounter  Data 


Navy-Marine  Corps  -  Theater  Medical  Registry 

Name  (Last,  First  Ml): 

Patient  I  D.  1 SSN: 

Paygrade/Category: 

MOS: 

Unit: 

Reserve: 
□Yes  DNo 

IA: 

□Yes  DNo 

N 

P 

(N=  It  of  New  Exposures  since  last  visit) 

in 

(P  fit  of  Prior  Total  Exposures) 

Oi 

P 

Seeing  enemy  killed 

Attacked-  Amb  ushed 

_ 

Saved  life  of  Marine/Soldier/Sailor/Civilian 

Seeing  civilians  killed 

•SEjj 

Seeing  Dead  bodies  or  human  remains 

Shooting  or  directing  fire  at  the  enemy 

Attacked  by  Indirect  Fire 

_ 

Seeing  death  of  unit  members 

jjg» 

B-?,lli,T 1  T.'i  f  1 

HH 

Hi 

Unable  to  Help  or  Respond 

Attacked  by  Small  Arms  Fire 

Seeing  serious  injury  of  unit  member 

_ 

Seeing  serious  injury  of  friend 

□  Unknown  □  N/A 

Seeing  Dead  or  seriously  injured  Americans 

Notes: 

Being  Wounded  or  Injured 

Seeing  Death/Malmlng  of  Women/Children 

.... 

Being  Resp  for  death  of  non-combatant 

Seeing  avoidable  casualties  or  losses 

Engaged  In  Close  Combat  (<20  yards) 

Seeing  Accidental  Death 

Total  No.  of  New  Potential  Trauma  Exposures  N= 

Handling  dead  bodies  or  body  parts 

Total  No.  of  Past  Potential  Trauma  Exposures  P° 

Killing  enemy  combatant 

Seeing  atrocities 

Total  No.  of  Combat  Deployments  D= 

Allergies: 


Gender:  □  Male  □  Female 


Treatment: 

□  Initial  □  Follow-Up 


MTF  Designation: 


Date/Time  of  Arrival: 


MTF  Location: 


Facility  Type:  □  Base-x 
□  GP  □  CBPS  □  Hard  Bldf 


Combat  and  Psychological  Trauma  Exposure 


□  Other: 


Current  Symptoms  Screen 


Traumatic  Stress  Symptoms 

Affective  Symptoms 

Anxiety  Symptoms 

□  Dissociative  (3  or  more  symptoms) 

□  Panic  Attack  (4  or  more  symptoms  within  10  min) 

□  Numbing,  detachments,  lack  of  emotions 

□  Depressive  mood  □  Anhedonia 

L 

Palpitation 

P  Chest  Pain 

■■■  17, F.l n ■  It.’M 

Sweating 

P  Parasthesias 

□  Insomnia,  Hypersomnia  or  Sleep  Disturbance 

t 

P  Chills  or  hot  flashes 

— □ 

Nausea/abd  distress 

P  Dizzy/lightheaded 

□  Re-experiencing  (1  or  more  symptoms) 

□  Inappropriate  /  excessive  guilt 

Hi 

□  Recurrent  images,  thoughts  and  feelings 

□  Poor  concentration  or  indedsiveness 

Fear  of  losing  control  or  going  crazy 

□  Intense  arousal  at  reminders 

□  Psychotic  Symptoms  ( 

d  Hallucinations 

P  Paranoia 

□  Anxiety  or  Increased  Arousal  (1  or  more) 

□  Distinct  period  of  elevated  mood 

P  Delusions 

P  Thought  blocking 

□  During  mood  elevation  3  or  more: 

□  Illusions 

■■KTtinmii.LmBff—  I 

□  Inflated  self-esteem  or  grandiosity 

P  Ideas  of  Reference 

P  Derailment 

□  Decreased  need  for  sleep 

□  More  talkative  /  pressured  speech 

. . . 

H"l  V  ITnl"'1'  if '  1  . . . . 

P  Peer  /  Unit  Conflict 

P  Character  Factors 

. 1 . . 

P  Leadership  Conflict 

P  Legal  Issues 

□  Non-Combat  Severe  Event 

Head  Injury  Screen 

Concussion  Grade 

Recent  Head  Injury  Symptom  Checklist: 

■  1  Ml  1 1  1  1 1  II 

■3 

1  1  II  1  III  1  1  1— 

C  Gr  1  No  LOC,  Trans  Conf,  MSA<15m 

Physical 

Cognition 

■- 

None 

C  Gr  2  No  LOC,  +  Conf;  MSA  >15  min. 

BbIJA  V.MIh'I 

I  Hx  of  Seizures 

in 

Roc  Blast  Exposure 

B  ■  V.'j 1  ~ 

I  Hx  Alt  Consc 

Proximity  to  Blast  (feet) 

P  LOC  Brief  -  seconds 

■  ■  1  :  T  ,, 

I  HxLOC 

P  LOC  Prolonged  -  mm  hh  dd 

P  Vomiting 

P  Trouble  reading 

B  ii  1  r*  f  !•'  ill'  ’’ 

—  eh  i mi  mb 

Head  Injury  Notos: 

P  Fatigue 

Duration: 

P  Light/noise  sensitivity 

Past  Psychiatric  History  |  :  □  None  □  HospitalizatiorTx  "davs 


□  Medications 


□  Therapy  /  Counseling 


Notes: 

N/A  (clinical  notes  not  available) 


Substance  Abuse  Hx  [ 

|  P  None 

□  EtOH  Abuse  Hx 

P  Supplements  Abuse  Hx 

P  Illicit  Drug  Abuse  Hx 

P  Tobacco  Use  Hx 

Substance  Use  Notes: 
N/A 


Developmental  and  Social  History 


Family  of  Origin 

Education 

Occupational  /  Military  History 

Relationshl 

minsiiiHi 

□  No  Problems 

P  Abuse: 

□  <  High  School  Diploma  or  GED 

P  No  Problems 

□  Co-Habitate 

□  HS  Diploma  P  GED 

P  Fired 

P  Separated 

Q  Married 

□  EiOH 

□  Sexual 

□  Some  College  P  College  Graduate 

P  NJP  x 

P  Divorced 

«  of  Children 

□  Drugs 

□  Physical 

□  Graduate  courses  or  degree 

P  Courts  Martial  x 

□  Other: 

P  Other  abuse: 

P  Other: 

P  Jail 

Dev/Soc  Hx  Notes: 


FIGURE  3.  Patient-provider  visit  documentation  form:  Version  2  (DB2) — Front  page. 


U.S.  service  members.  Because  the  TMHED  patient  intake 
period  covered  a  13-month  time  frame,  the  Iraqi  combat  the¬ 
ater  population  was  defined  as  all  U.S.  military  troops  with 
Defense  Manpower  Data  Center  records  indicating  deploy¬ 
ment  in  or  around  Iraq  (i.e.,  Iraq  plus  Kuwait)  at  any  time 
between  January  1,  2006  and  January  31,  2007.  Population 
parameters  were  then  calculated  for  age,  sex,  education,  rank, 
and  total  number  of  combat  deployments  both  for  the  over¬ 
all  deployed  population  as  well  as  separately  for  each  ser¬ 
vice  (Army,  Air  Force,  Marines,  and  Navy).  TMHED  cases 
were  compared  to  the  population  parameters  using  x2  statisti¬ 
cal  procedures  for  the  categorical  variables  and  one-sample  t 
statistics  and  confidence  intervals  for  the  mean  age  compari¬ 


sons.  Because  of  the  large  number  of  statistical  comparisons 
being  made,  a  Bonferroni-adjusted  p  value  of  <0.0Q1  was  used 
to  indicate  a  significant  difference  between  the  TMHED  cases 
and  the  deployed  population  values.  ; 

RESULTS 

Basic  characteristics  of  the  TMHED  patients  are  described 
separately  by  the  form/software  used  to  document  patient 
encounters  because  the  number  of  cases  and  specific  mea¬ 
sures  that  will  be  available  for  further  study  varied  somewhat 
depending  on  the  software  version  used  to  document  a  visit. 
TMHED  cases  also  were  compared  to  the  entire  service  popu¬ 
lation  deployed  in  the  Iraqi  combat  theater  during  the  time 
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Theater  Mental  Health  Encounter  Data 


Name  (Last,  First  Ml): 


Patient  I.D.  /  SSN: 


Past  Medical  Hx:  □  None. 


Current  Medications  List: 


Hx  of  Present  Illness: 

N/A 


Mental  Status  Exam  j 

Appearance  &  Behavior:  □  Within  Normal  Limits 

MSE  Notes: 

N/A 

Eye  Contact  /  Speech:  □  Good  eye  contact  □  Normal  speech 

■ rrrrr:  m  ■  id  rrr- 

Thought  Processes:  □  WNL  -  Linear,  logical  and  goal  directed. 

Thought  Content:  □  WNL:  (check  if  all  3  boxes  below  are  checked) 

□  No  evidence  of  psychosis 

□  No  suicidal  ideation,  intent  or  plan 

□  No  homicidal  ideation,  intent  or  plan 

Cognition:  □  Alert  &  Oriented  to  person,  place,  time,  situation. 

□  Concentration  Intact.  Intelligence  estimated  to  be: 

Memory:  □  Intact  for  immediate,  long  and  short-term  memory. 

Judgment:  □  Intact 

Insight:  □  Intact 

□  None 

□  Light 

Axis  II: 

□  Not  Applicable 

□  Moderate 

Axis  III: 

Notes  on  Stressors:  N/A 

Axis  V:  GAF  (Current)  - 

Formulation:  N/A 


Treatment  Plan 


Goals/Medlcatlonsrtntervontions: 


□  Informed  Consent  Given 


Duty  Status:  □  Return  To  Duty/Fit  for  full  duty  pLight  Duty  x  day(s) 


Disposition 


□  Recommend  Medevac  out  of  Theater 


Safety:  (precautions  listed  below)  □  At  low  risk  for  harm  to  self  or  others  at  this  time 


□  At  moderate  risk  for  harm  to  self  or  others  □  At  high  risk  for  harm  to  self  or  others 


Provider  Signature: 


Psych  Tech  Name  (Printed  or  Typed): 


Provider  Name  (Printed  or  Typed): 


FIGURE  4.  Patient-provider  visit  documentation  form:  Version  2  (DB2) — Back  page. 


frame  using  demographic  information  available  for  both 
groups. 

Description  of  TMHED  Cases 

Table  I  provides  characteristics  of  TMHED  patients  separated 
by  the  version  of  the  software  used  to  create  the  database. 
Because  some  patients  had  at  least  one  visit  recorded  in  both 
software  versions  (and  consequently  have  both  sets  of  mea¬ 
sures  unique  to  each  database),  these  individuals  are  described 
separately. 

As  shown  in  Table  I,  just  over  10%  (n  =  137)  of  cases  were 
women.  Approximately  75%  ( n  =  997)  of  these  service  mem¬ 
bers  had  a  high  school  education,  16%  (n  =  210)  had  completed 


some  college,  and  almost  9%  ( n  =  112)  had  a  college  degree 
or  higher.  The  group  was  composed  of  almost  60%  Marine 
Corps,  29%  Army,  1 1%  Navy,  and  0.2%  Air  Force  person¬ 
nel.  The  majority  of  patients  were  mid-paygrade  enlisted 
E-4-E-6  (55%),  followed  by  junior  paygrade  E-l-E-3  (39%), 
with  only  2%  senior  enlisted  E-7-E-9  and  4%  officers  or  war¬ 
rant  officers.  About  63%  of  patients  were  on  their  first  deploy¬ 
ment,  28%  were  on  their  second  deployment,  and  about  9%  of 
patients  were  on  their  third  deployment  or  more. 

There  was  substantial  variation  in  the  number  of  repeated 
mental  health  visits.  As  indicated  above,  the  number  of  vis¬ 
its  per  patient  ranged  from  1  tol6,  with  50%  of  cases  having 
only  1  documented  mental  health  visit,  21%  having  2  visits, 
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Theater  Mental  Health  Encounter  Data 


TABLE  I.  Descriptive  Characteristics  of  Personnel  with  Mental 
Health  Encounters  in  Theater:  Frequencies  by  the  Database  Used  to 
Document  Patients’  Encounters 


Both  DB1 

Total,  n 

DB1,  n 

DB2,  n 

and  DB2,  n 

(%  of  Total)0 

All  Patients 

Sex 

558 

705 

73 

1336(100) 

Men 

485 

652 

62 

1 199  (90) 

Women 

73 

53 

11 

137  (10) 

Education 

High  School 
Diploma'’ 

427 

505 

45 

997  (75) 

Some  College 
College  Graduate 

83 

114 

13 

210(16) 

or  Higher 

Branch  of  Service 

32 

66 

14 

112(9) 

Army 

173 

192 

24 

389  (29) 

Air  Force 

0 

3 

0 

3«1) 

Marine  Corps 

330 

429 

37 

796  (60) 

Navy 

55 

81 

12 

148(11) 

Rank 

Enlisted:  E-l-E-3 

204 

290 

20 

514(39) 

Enlisted:  E-4-E-6 

329 

363 

45 

737  (55) 

Enlisted:  E-7-E-9 

9 

19 

2 

30  (2) 

Officers,  Including 
Warrant 

16 

6 

0 

55(4) 

Total  Number  Combat  Deployments 

1 

347 

448 

41 

836 (63) 

2 

153 

196 

21 

370 (28) 

3 

48 

51 

11 

110(8) 

4+ 

3 

3 

0 

6  (0.5) 

Visits  Per  Person 

(Range  of  Visits 

Per  Person) 

1-16 

1-12 

2-16 

1-16 

1 

280 

384 

0 

664  (50) 

2 

115 

154 

9 

278(21) 

3 

49 

73 

13 

135(10) 

4 

38 

51 

9 

98  (7) 

5+ 

76 

43 

42 

161  (12) 

“Overall  n  <  1,336  for  some  variables  because  of  missing  data.  ‘High  school 
diploma  or  GED. 


10%  having  3  visits,  7%  with  4  visits,  and  12%  having  5-16 
visits.  It  should  be  noted,  however,  that  some  patients  might 
have  had  mental  health  encounters  that  were  not  documented 
in  the  TMHED  database  because  they  occurred  before  or  after 
the  TMHED  data  collection  period.  Each  recorded  visit  was 
checked  as  either  an  initial  or  follow-up  visit;  and  for  248  of 
the  1,336  patients,  the  first  recorded  visit  in  TMHED  was 
checked  as  a  follow-up  visit,  suggesting  these  patients  had  at 
least  one  previous  mental  health  encounter.  It  was  not  pos¬ 
sible  to  determine  if  a  prior  mental  health  visit  occurred  in 
theater,  thereby  making  the  first  TMHED  encounter  an  actual 
follow-up  visit  in  theater,  or  whether  a  prior  encounter  may 
have  referred  to  a  predeployment  mental  health  visit. 

Comparison  of  TMHED  Cases  With  the  Iraqi 
Combat  Theater-Deployed  Population 

Patients  seen  by  mental  health  providers  deployed  with  the  1st 
Marine  Division  were  stationed  primarily  in  and  around  A1 


Anbar  province.  Thus,  due  in  part  to  geographic  limitations, 
TMHED  patients  would  not  necessarily  be  expected  to  be  rep¬ 
resentative  of  the  overall  population  of  troops  deployed  in  the 
Iraqi  war  zone,  which  covered  a  much  broader  region.  More 
importantly,  individuals  needing  mental  health  care  in-theater 
might  be  expected  to  differ  on  various  factors  from  those  not 
referred  for  care.  Thus,  a  first  step  in  describing  the  TMHED 
cases  and  identifying  potential  risk  factors  for  mental  health 
problems  in-theater  was  to  compare  them  to  the  full  popula¬ 
tion  of  troops  deployed  during  the  same  period  on  key  demo¬ 
graphic  characteristics  that  were  available  for  the  population 
of  service  personnel. 

Table  II  provides  overall  descriptive  information,  as  well 
as  stratified  by  service  branch,  on  five  key  demographic  char¬ 
acteristics:  men  and  women,  education  level,  rank;  total  num¬ 
ber  of  combat  deployments,  and  mean  age.  Statistical  tests 
were  computed  to  compare  all  TMHED  cases  with  the  over¬ 
all  deployed  population  on  these  descriptive  characteristics,  as 
well  as  computed  separately  for  each  branch  of  service.  The 
Air  Force  jcases  were  an  exception  because  there  were  too  few 
TMHED  cases  ( n  =  3)  in  this  branch  to  conduct  formal  statis¬ 
tical  analyses.  , 

Statistically  significant  (p  <  0.001 )  differences  were  found 
in  5  of  6  comparisons  of  the  total  TMHED  group  with  the  total 
deployed  population  (see  the  last  two  columns  in  Table  II). 
The  percentages  of  TMHED  cases  from  each  branch  of  ser¬ 
vice  were  significantly  different  from  the  percentages  in  the 
overall  deployed  population.  A  much  higher  percentage  of 
TMHED  cases  were  Marines  (59.6%  vs.  16.0%  in  the  popula¬ 
tion),  a  higher  percentage  were  Navy  (11.1%  vs.  5.3%  in  the 
population),  but  a  lower  percentage  were  Army  (29.1%  vs. 
67. 1%  in  the  population),  and  only  3  TMHED  cases  were  Air 
Force  (0.2%  vs.  1 1.7%  in  the  deployed  population).  For  edu¬ 
cation,  the  percentage  of  those  who  completed  high  school 
or  a  general  equivalency  diploma  (GED)  was  almost  identi¬ 
cal  in  the  deployed  and  TMHED  populations  (-75%);  how¬ 
ever,  a  higher  percentage  of  TMHED  cases  had  some  college 
education  (16.2%  vs.  4.8%  in  population),  whereas  a  higher 
percentage  of  the  deployed  population  had  a  college  degree 
or  higher  (TMHED  8.6%  vs.  19.3%  in  population).  The  rank 
comparison  showed  that  TMHED  cases  were  more  likely  to 
be  junior  (E-l-E-3)  enlisted  (38.5%  of  cases  vs.  24,1%  of  the 
deployed  population),  with  only  4.1%  of  TMHED  cases  but 
13.6%  of  the  deployed  population  being  officers.  Regarding 
total  number  of  combat  deployments,  almost  identical  per¬ 
centages  of  TMHED  and  the  deployed  population  were  in 
their  first  and  second  deployment;  however,  a  slightly  higher 
percentage  of  TMHED  cases  were  on  their  third  deployment 
(8.3%  vs.  6.3%  of  the  deployed  population),  and  a  slightly 
lower  percentage  of  TMHED  cases  were  on  their  fourth  or 
more  combat  deployment  (0.5%  vs.  2.0%  of  the  population), 
which  reflected  differences  primarily  among  Navy  person¬ 
nel  (see  below).  Finally,  the  age  of  TMHED  cases  was  about 
2  years  younger  on  average  (25.9  vs.  28.0  years  old)  than 
the  deployed  population.  There  was  no  significant  difference 
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TABLE  II.  Descriptive  Comparisons  of  TMHED  Cases  with  Deployed  Iraqi  Combat  Theater  Population,  January  2006-January  2007J 


m 

© 


Army 

Air  Force 

Marine  Corps 

Navy 

TMHED 

Cases6 

Deployed 

Population 

TMHED  %  Deployment  % 

TMHED  % 

Deployment  % 

TMHED  %  Deployment  % 

TMHED  %  Deployment  % 

TMHED  %  Deployment  % 
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6.5 
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— 
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16.8 
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46.5 
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58.5 

55.2 

54.5 

Enlisted:  E-7-E-9 

1.3 

8.0 

0.0 

10.2 

2.6 
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80.5 
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28.8 

29.4 
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32.4 
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14.3 

28.0 

28.2 
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5.3 

10.0 

7.2 

8.1 

2.6 

8.3 

6.3 

4+ 

0.8 

2.1 

0.0 

3.4 

0.4 

0.6 

0.0 

2.6 

0.5 

2.0 

Age 

ns 

— 

ns 

p  <  0.001 

p<  0.001 

Mean  (SD) 

28.4  (7.4)  28.3 

23.0  (2.0) 

29.5 

24.1  (4.7) 

24.4 

28.8  (7.0) 
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28.0 

“Overall  TMHED  n  =  1,336,  but  was  less  for  some  variables  because  of  missing  data.  Because  of  the  large  number  of  comparisons,  a  Bonferroni  adjusted  p  value  of  <0.001  was  used  to  determine  significant 
differences  between  TMHED  cases  and  population  parameters.  *No  statistical  comparisons  were  made  for  Air  Force  because  of  only  3  TMHED  cases,  ns,  not  significant. 
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between  all  TMHED  cases  and  the  total  deployed  population 
in  percentages  of  men  and  women. 

When  examining  descriptive  characteristics  separately  by 
service  (except  for  the  Air  Force,  which  had  too  few  cases  to 
examine),  most  comparisons  indicated  statistically  significant 
differences  between  the  branch-specific  TMHED  cases  and 
the  deployed  population  for  that  branch.  For  example,  among 
Army  personnel,  a  higher  percentage  of  TMHED  cases  were 
women  (14.9%  vs.  9.7%  in  the  deployed  Army  population). 
TMHED  Army  cases  were  more  likely  to  have  attended  some 
college  (14.3%  vs.  5.2%,  respectively),  but  less  likely  to  have 
college  degrees  (10.3%  vs.  19.6%  in  the  deployed  popula¬ 
tion);  and  TMHED  cases  were  less  likely  to  be  senior  enlisted 
or  officers  (4.1%  of  cases  vs.  21.9%  in  the  deployed  Army 
population).  However,  there  were  no  significant  differences 
in  number  of  combat  deployments  or  mean  age  (28  years)  in 
Army  comparisons. 

Similar  patterns  were  found  for  Marines,  with  TMHED 
cases  having  a  higher  percentage  of  women  than  the 
deployed  Marine  population  (7.9%  vs.  3.6%,  respectively); 
more  Marine  TMHED  cases  having  attended  some  col¬ 
lege  (14.4%  vs.  1.0%,  respectively)  but  fewer  cases  having 
college  degrees  than  in  the  deployed  population  (6.5%  vs. 
1 1 .5%);  and  fewer  senior  enlisted  and  officers  among  Marine 
TMHED  cases  than  in  the  deployed  Marine  Corps  population 
(7.0%  vs.  15.0%).  Also,  there  were  no  significant  differences 
in  number  of  combat  deployments  or  mean  age  (24  years)  for 
Marines. 

Unlike  the  Army  and  Marine  comparisons,  there  was  no 
significant  sex  distribution  difference  between  Navy  TMHED 
cases  and  the  deployed  Navy  population  (just  under  11% 
women  in  both  groups).  TMHED  Navy  cases  were  less  likely 
to  have  only  a  high  school  education  (53.5%  vs.  76.3%  of 
the  deployed  Navy  population),  but  were  more  likely  to  have 
some  college  education  (30.3%  vs.  3.7%,  respectively)  and 
only  slightly  less  likely  to  have  a  college  degree  (16.2%  vs. 
20.0%  in  the  deployed  Navy  population).  There  were  also 
significantly  more  junior-  and  mid-level  enlisted  personnel 
among  Navy  TMHED  cases  than  in  the  deployed  Navy  popu¬ 
lation  (91.2%  vs.  74.0%,  respectively).  Navy  TMHED  cases 
were  less  likely  than  the  deployed  Navy  population  to  be 
on  their  first  combat  deployment  (69.6%  vs.  80.5%,  respec¬ 
tively)  but  more  likely  to  be  on  their  second  or  third  com¬ 
bat  deployment  (30.4%  vs.  16.9%  in  the  population);  also, 
Navy  TMHED  cases  were  almost  3  years  younger  on  average 
(28.8  years  of  age  vs.  31.6  years  in  the  deployed  Navy 
population). 

DISCUSSION 

The  primary  aim  of  this  report  was  to  provide  a  comprehen¬ 
sive  description  of  the  TMHED  study  design  and  methods, 
including  the  patient  population,  study  procedures,  and  types 
of  measures  documented  during  clinical  psychiatric  encoun¬ 
ters  with  OSCAR  providers  in  the  Iraqi  combat  theater. 
The  1,336  TMHED  cases  had  a  total  of  3,180  patient  visits 
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with  1-16  visits  per  person  (half  of  cases  having  2  or  more 
visits).  Just  over  10%  of  cases  were  women,  approximately 
75%  had  a  high  school  education,  and  the  majority  of  cases 
were  Marines  (60%).  Most  patients  (55%)  were  mid-paygrade 
enlisted  E-4-E-6,  and  just  under  two-thirds  (63%)  were  on 
their  first  deployment.  The  average  age  of  the  TMHED  cases 
was  almost  26  years. 

A  first  step  in  better  understanding  and  treating  those  need¬ 
ing  psychiatric  care  during  combat  deployment  is  to  identify 
risk  factors  associated  with  mental  health  problems.  Thus,  a 
secondary  aim  of  this  paper  was  to  compare  TMHED  cases 
with  the  full  U.S.  military  population  deployed  in  and  around 
the  Iraqi  combat  theater  during  the  study’s  time  frame  using 
available  demographic  information.  This  comparison  provided 
a  first  look  at  similarities  and  differences  in  potential  demo¬ 
graphic  risk  factors  that  should  be  further  explored,  especially 
as  they  might  relate  both  to  in-theater  treatment  as  well  as 
postdeployment  outcomes. 

The  largest  difference  between  the  TMHED  cases  and  the 
combat-deployed  population  was  in  the  distribution  across 
the  four  military  branches.  A  substantially  higher  percentage 
of  TMHED  cases  were  Marines  and  Navy  personnel  and  a 
lower  percentage  were  Army  and  Air  Force  personnel  com¬ 
pared  to  the  total  population  deployed  to  the  Iraqi  combat 
theater.  However,  the  large  and  predominant  percentage  of 
Marine  TMHED  cases  was  not  surprising  considering  that  the 
OSCAR  providers  were  deployed  with  the  1st  Marine  Divi¬ 
sion  and  were  stationed  primarily  at  bases  within  one  Iraqi 
province  (A1  Anbar),  which  was  also  where  most  Marines 
were  stationed  during  the  study  period. 

Results  for  other  demographic  comparisons  varied  some¬ 
what  by  branch  of  service,  however,  TMHED  cases  included 
fewer  individuals  with  a  college  degree,  fewer  senior  enlisted 
personnel  and  officers,  slightly  more  cases  in  their  third  combat 
deployment,  and  younger  individuals  than  those  found  in  the 
overall  deployed  population.  These  differences  point  to  poten¬ 
tial  risk  factors  that  should  be  further  explored,  especially  to 
determine  the  extent  to  which  these  might  represent  indepen¬ 
dent  risk  factors  versus  constellations  of  correlated  characteris¬ 
tics.  TMHED  cases  being  younger,  less  likely  to  have  a  college 
degree,  and  less  likely  be  senior  enlisted  personnel  or  officers 
might  reflect  covarying  risks  related  to  maturation.  Alterna¬ 
tively,  these  might  represent  independent  risk  factors  for  men¬ 
tal  health  problems  in  theater.  For  example,  the  “resilience”  that 
might  be  developed  in  the  process  of  earning  a  college  degree, 
or  the  personal  characteristics  required  to  meet  selection  crite¬ 
ria  to  become  senior  enlisted  or  officers  might  be  independent 
“protective  factors”  against  mental  health  problems  in  stress¬ 
ful  situations.  A  final  notable  finding  was  that  a  slightly  higher 
than  expected  percentage  of  TMHED  cases  were  in  their  third 
combat  deployment  compared  to  the  overall  deployed  popu¬ 
lation.  A  third  combat  deployment  might  represent  a  “mental 
fatigue  threshold”  for  some  individuals,  especially  those  who 
are  younger,  junior  enlisted,  and  somewhat  less  educated.  This 
finding  certainly  warrants  follow-up  research. 
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In  summary,  a  unique  strength  of  the  TMHED  study  is 
the  in-depth  documentation  of  psychiatric  encounters  for  all 
cases  seen  by  mental  health  providers  deployed  with  the  1st 
Marine  Division  in  the  Iraqi  combat  zone  over  a  yearlong 
period.  In-theater  clinical  encounter  data  provide  a  unique 
opportunity  to  examine  the  characteristics  of  early  psychiat¬ 
ric  intervention  and  address  fundamental  questions  regarding 
acute  mental  health  disorders  in  a  combat  zone,  as  well  as  pro¬ 
spectively  study  postdeployment  outcomes.  Unlike  retrospec¬ 
tive  recalls  of  combat  trauma,  often  assessed  months  or  years 
after  exposure,  TMHED  data  can  be  used  to  study  the  unique 
characteristics  and  effects  of  specific  acute  combat  exposures 
as  potentially  traumatizing  events,  and  assess  whether  early 
intervention  relates  to  long-term  postdeployment  outcomes. 

Although  beyond  the  scope  of  the  current  report,  subsequent 
articles  will  address  broader  topics  that  include  describing 
patient-reported  combat  and  psychological  trauma  exposure, 
stress  and  affective  symptoms,  and  provider-documented  men¬ 
tal  status,  stress  diagnoses,  treatment  plans,  and  case  disposi¬ 
tions.  Relationships  among  the  TMHED  measures  documented 
in  theater,  as  well  as  prospective  prediction  of  postdeployment 
use  of  medical  services  and  career  and  performance  outcomes, 
will  also  be  explored.  Of  particular  interest  is  whether  TMHED 
data  predict  postdeployment  use  of  both  inpatient  and  outpa¬ 
tient  medical  services  and  career  outcomes,  such  as  early  attri¬ 
tion,  promotions  and  demotions,  highest  paygrade  achieved, 
reenlistment,  and  type  of  discharge  from  the  service.  Findings 
from  TMHED  studies  could  provide  useful  information  rel¬ 
evant  to  recommendations  that  inform  military  policymakers 
responsible  for  service  members’  well  being.  A  better  under¬ 
standing  of  early  in-theater  psychiatric  intervention  that  helps 
service  members  cope  in  stressful  combat  situations  could  have 
an  impact  on  improving  the  continuum  of  care  and  long-term 
quality  of  life  of  service  members  exposed  to  combat  stress. 
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14.  ABSTRACT 


Research  has  documented  higher  risks  for  mental  and  physical  health  problems  among  individuals  deployed  to 
war  zones.  Limited  information  has  hindered  studies  of  acute  combat  stress  and  its  impact  on  mental  and 
physical  health.  To  fill  this  gap,  the  Operational  Stress  Combat  and  Readiness  (OSCAR)  initiative  integrated 
mental  health  practitioners  into  Navy  and  Marine  Corps  units  serving  in  the  Iraqi  combat  theater.  All  cases 
seen  by  1st  Marine  Division  OSCAR  team  providers  between  January  2006  and  January  2007  were 
documented  and  compose  the  Theater  Mental  Health  Encounter  Data  (TMHED)  database.  This  report 
describes  the  TMHED  study  design,  data  collection  approach,  descriptive  characteristics,  and  measures.  A 
total  of  1,336  patients  and  3,180  patient  visits  were  documented.  Just  over  10%  of  cases  were  women, 
approximately  75%  had  a  high  school  education,  and  the  majority  of  cases  were  Marines  Corps  personnel 
(60%).  Most  patients  (55%)  were  mid-pay  grade  enlisted  E4-E6s,  and  over  half  (57%)  were  on  their  first 
deployment.  TMHED  provides  a  unique  opportunity  to  examine  characteristics  of  early  psychiatric  intervention 
in  a  combat  zone,  and  may  help  improve  health  outcomes  and  quality  of  life  of  combat-deployed  service 
members. 
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